Traumatic injuries to the gallbladder are rare. This is attributed to its anatomical location and protection by the liver. Direct penetrating trauma is the commonest mechanism of injury. Here is the report of a 27-year-old otherwise healthy male who sustained gallbladder perforation following the penetration of abdominal injury in a domestic fight. A high index of suspicion is necessary for early diagnosis. He safely underwent an open cholecystectomy and his postoperative recovery was uneventful.
Introduction
Traumatic gallbladder injuries are uncommon due to the anatomical location of the gallbladder. It is protected by the liver, intestines, omentum and rib cage (1, 2) . More than 70% of gallbladder injuries are due to penetrating trauma and more than 90% are associated with other intraabdominal injuries (1) . The slow development of peritonitis from sterile bile combined with a low index of suspicion lead to delayed diagnosis and intervention. Outcome mainly depends on the severity of the associated injuries. Here is the report on a case of gallbladder perforation sustained in a domestic violence.
Case Presentation
A 27-year-old subsistence farmer was referred from a district hospital to Gulu Regional Referral and Teaching Hospital in the evening of 3/03/2015. He complained of a three days history of severe generalized constant abdominal pain associated with fever, distension, absolute constipation and difficulty in breathing. He denied history of vomiting.
Three days earlier, he had been stabbed in the epigastrium by his own brother as he tried to stop a domestic fight between the brother and wife. He described the instrument as a 15 cm kitchen knife. He had lost approximately 50 mL of blood before being rushed to the district hospital where surgical toilet and suturing was done. Reason for referral was worsening abdominal symptoms.
On examination, his vital signs were as follows: temperature 37.5°C, respiratory rate 35 breaths/minute, heart pulse rate 125 bpm and blood pressure 80/50 mmHg. The abdomen was moderately distended but moving with respiration, had a 3 cm stitched laceration in the epigastrium about 1 cm to the right of the midline. There was percussion tenderness and guarding. Bowel sounds were reduced. Rectal exam was not done. His hemoglobin level was 12 g/dL with a mean corpuscular volume (MCV) of 82 fL (normal range 86 -110). Other cell lines were normal. Ultrasound showed massive intraabdominal fluid with the deepest pool at 5.7 cm. Other organs were normal.
After three hours of crystalloid resuscitation, his vitals had improved to blood pressure-130/70 mmHg, respiratory rate 26 breaths/minute, heart pulse rate 110 bpm and oxygen saturation 95% (on room air). A decision was then made to operate him in the following morning.
At laparotomy, one liter of free intraperitoneal bile was drained; a sealed grade II liver injury (left lobe) and a 4 × 2 cm perforation at the body of the gallbladder were found. The hepatic, cystic and common bile ducts were all intact. A fundus-first approach cholecystectomy was performed and peritoneal cavity irrigated with 4 L of warm saline. No drain was left in the abdomen. He did well postoperatively and was discharged on the 6th postoperative day. A thirtyday follow-up was uneventful.
Discussion
Gallbladder injuries are very rare (1, 2) and more than 70% of the time are due to penetrating trauma (1). In blunt abdominal trauma, gallbladder injuries account for only 2% of intraabdominal injuries (3). It was the first ever report of gallbladder perforation in the hospital.
Injuries to the gallbladder are rare due to its anatomical location. It is protected by the liver, intestines, omen- tum and rib cage. The spectrum of injuries includes contusion, laceration, perforation and avulsion (2) . Torsion of the gallbladder though rare, can also occur (4). The current case patient had a 4 × 2 cm perforation of the gallbladder secondary to a stab wound.
Isolated gallbladder injury is very rare. In a retrospective review of gallbladder injury patterns, operative treatment and outcome over a thirteen year period, only 2% of the injuries were isolated and the commonest associated organ injury was the liver. Only 7% had extra hepatic biliary duct injury. In the series, 49% of the patients with associated injuries had hemodynamic instability (1) . Similarly, the current case patient with associated grade II liver injury presented a blood pressure of 80/50 mmHg before resuscitation. However, isolated gallbladder injuries are reported in the literature (4) (5) (6) (7) (8) .
The underlying mechanism of injury is a shearing acceleration -deceleration force or direct penetrating injury as is the current case report. A distended thin walled gallbladder is prone to injury. This distension could be due to prolonged starvation or increased tone of the sphincter of Oddi secondary to alcohol ingestion (3, 5, 6) . Alcohol stimulates gastrin and secretin release which in turn increase bile flow in the setting of a highly toned Sphincter of Oddi. There was no history of alcohol ingestion or prolonged starvation in the patient. The injury can only be attributed to the stab using a kitchen knife.
Time from injury to presentation may be delayed from about three to seven days (9) or even weeks (5). This occurs in traumatic ruptures in which the bile is sterile. However when they do present, almost all patients will have signs and symptoms of an acute abdomen (1) . Similarly, the patient presented an acute abdomen three days after injury.
Computed tomography is the most reliable technique to diagnose gallbladder injuries (10). This is not found in many African centers. Clinicians should therefore have a high index of suspicion. In the review by Ball et al. (1) , preoperative diagnosis of gall bladder injury was only possible in 16% of patients while focused assessment with sonography for trauma (FAST) was positive in 88% of them. An abdominal ultrasound scan was done for the patient, which revealed free intraperitoneal fluid. It was not possible to make a preoperative diagnosis of gallbladder perforation.
Treatment of traumatic gallbladder perforation may involve expectant observation, drainage, cholecystography or cholecystectomy (2) . In gall bladder contusion/hematoma and absence of peritonitis, non operative management was successful by Wang et al. (7) . Ninety three percent of patients reviewed by Ball et al. (1) underwent open cholecystectomy. The patient had open retrograde cholecystectomy due to inflammation and bile staining at the Calot triangle (8) . A laparoscopic approach is possible in other centers (11) . In patients with very friable gallbladders, partial cholecystectomy is safe (12) . Outcome depends on severity of associated injuries. The patient was discharged on the 6th postoperative day and a thirtyday follow-up was uneventful. This could probably be because he had only one associated injury, which had even healed/sealed by the time of the emergency laparotomy.
Conclusion
Traumatic gallbladder perforation is rare and a case associated with domestic violence was not reported previously. A high index of suspicion is necessary since percutaneous intra-abdominal bile aspirate may be due to duodenal/upper gastrointestinal tract injury. In resource limited settings, open cholecystectomy remains a safe and effective treatment option.
